M edical records can be the bane of any physician's existence. Who hasn't fallen behind, in the ofÞ ce, in the hospital, or clinic, only to confront a stack that must be completed? First you groan, and then you promise yourself never to get behind. At a time like this, the chart seems more burden than beneÞ t. Do not dismiss the chart as a burden. What the record does or doesn't contain says a lot about you as a practitioner and should always be of interest to you. It should be of interest as you review previous encounters, plan your treatment, or evaluate your results. It is equally of interest to subsequent treating physicians, interest to the insurance company that decides whether and how much to pay, interest to the patient who may claim right of review, and Þ nally, interest to the attorney who may be called upon to review it. Thus, the record matters to doctors, patients, lawyers, administrators, and now, with HIPPA, the federal government. 1 With all of these potential eyes having access to this document, I am regularly amazed at how carelessly many doctors treat it. The Figure is a page taken from a medical record and reß ects virtually every terrible error that could be made. It's sloppy, illegible, disorganized, unintelligible, and uninformative. Worse yet, it's real! This tells us little about the patient, it doesn't permit any orderly understanding of the contents, and it is not helpful in accessing whatever treatment plan it may contain. I could also demonstrate a meticulous record, as clear and legible as the Figure is not, that contains these same qualities of disinformation. Preprogrammed or template records, into which no real data are entered, may look neat on the surface but can be as uninformative as the illegible handwritten record.
As a physician who occasionally reviews charts for either attorneys or state medical boards, I have come to appreciate how accurately the medical record reß ects the diligence and weakness of another physician's practice. As an editor who principally sees retrospective studies derived from medical records, I have an even keener appreciation of the need for accuracy, completeness, and clarity in these documents. It is with an eye on both these roles-as editor and expert-that I hope to convince you to take your medical records more seriously.
The medical record in today's world is intended to reß ect the issues and concerns that a particular patient brings to a particular doctor and to document both the doctor's thinking about that issue and the various treatment (or nontreatment) plans formulated for the care of the patient. The accuracy and completeness of the record reß ects the care you have given and reß ects positively or negatively on your thoughtful approach to the patient. The medical record is continuously evolving, but this role, as a tool for communication, is ancient. The concept of the individual medical record emerged Þ rst with Hippocrates who dictated that the medical record should both reß ect the course of the disease as well as indicate the probable cause of the disease. 2 Keeping detailed medical records was seen as essential from ancient to modern times by those practitioners most dedicated to the concept of medicine as a science. Hunter, Osler, and Halstead used their records as research tools, bringing medicine into the modern era of differential diagnosis and the scientiÞ c treatment of disease.
Some years ago, I had the opportunity to review hospital medical records from the late 19th century, when a different approach was used. These were more like log books, a daily tally of patients in a particular ward, being looked after by a particular doctor. It was a list, with comments. Most of the conditions being treated were things that are nearly eradicated in the United States: advanced syphilis, tuberculosis, chronic osteomyelitis, polio, rickets, etc. Likewise, doctors' ofÞ ce records were more like log books until, by the 1930s, they were maintained on 3 × 5 cards. Today, the paper chart, in its beige folder, is looking almost as anachronistic as those card Þ les or log books. The electronic medical record is rapidly moving into doctors' ofÞ ces. One of my mentors, still practicing endocrinology at age 80, introduces new patients to his computer, as the third person in the room. The advent of the electronic medical record has made many promises, most not yet kept, of accuracy, portability, legibility, and searchability.
For the cosmetic surgeon working in private practice, the value of the medical record may be in doubt. I would argue that it should be a fundamental tool of the cosmetic surgeon's practice. You only have to look at the astonishing productivity of Ivo Pitanguy to recognize that a well-documented, well-maintained medical record is an indispensable tool for clinical research. Dr Pitanguy can provide detailed follow-up of patients seen over the course of more than 50 years of medical practice, easily retrieved by condition, surgery, age, or other criteria. Having visited the clinics of his former residents, in Brazil, the United States, Lebanon, and elsewhere, his respect for the record has been passed to his students.
What are the components of a useful and useable cosmetic surgeon's medical record? There ought to be a detailed medical history, we would all agree. But on repeated cases, I have seen charts that lack anything even close to a medical history, often just brief forms Þ lled out by the patient while waiting, with no acknowledgment that it has been conÞ rmed or even reviewed. One memorable chart contained a single line: "Wants augmentation." In another case, the surgery, done at the request of the parent of an 18-year-old (an emancipated minor, who did not give consent, but that's a matter for a different discussion) was followed only, after an unsatisfactory result, by a delayed entry into the chart recording a brief and inaccurate history.
We are increasingly welcoming post-bariatric surgery patients in our practices. Documenting the type of surgery, date, highest and lowest weights, and current weight might seem a minimum requirement for relevant history, yet I have reviewed a number of charts where this was not addressed. The value of the body mass index in predicting complications 3 is so well documented that its absence as part of a preoperative assessment is nearly shocking.
The operative note and the dictated operative report have also declined in practice. The ease of an electronic "standard" note for liposuction, or augmentation, or facelift makes a neat and tidy, but misleading, perhaps inaccurate, and often unhelpful note. Annotation that includes entry site, cannula size, energy settings on lipo-assistive devices, tumescent volume, aspirate, both fat and total, as well as description of the anatomical sites of aspiration and volume removed should be a minimum, speciÞ c to each case of liposuction. I have reviewed charts that did not include any details of the patient's body habitus, much less a description of the liposuction preformed. In the case of an unhappy patient, how can the practitioner prove that the patient gained weight after their surgery or in some other way contributed to the poor result, if there is no documentation of measured weight in the preoperative period? The best operative record reß ects the care taken, the procedure performed, and any deviations from the norm encountered. It also identiÞ es, accurately, who was present, what suture material was used, any Þ ndings of interest, and any observations that might be relevant. It should go without saying that indications, anesthesia used, blood loss, and medications administered should be included. A review of how an operative note should be structured is described by Vergis et al 4 in developing a tool for accessing resident dictations but is equally applicable as a tool for self-criticism.
Accurate photography is another area for consideration, and maintaining photos both digitally and in print form should be standard. But standardization within a practice is often not the case, making comparisons several weeks or several months apart difÞ cult when lighting, background, clothing, distance, and even cameras and lenses may be variable.
A review of PubMed, MDConsult, and other literature services identiÞ ed no articles on the appropriate components of the cosmetic medical record, so the recommendations given here are simply opinion and not based on science or data. There are, however, excellent reviews of the speciÞ c physical examination data needed for individual decision making, including those for blepharoplasty, mammoplasty, facial resurfacing, body contouring, or other aesthetic procedures.
I challenge each of you to do a self-assessment. Does your medical record reß ect the care and attention to detail that you would be proud to share with your peers? Will it serve to protect you if your judgment, quality, or outcomes are challenged? A Maryland insurance company offers a simple online tool for selfassessment. 5 In keeping with the concept of checklists, now so popular in efforts to improve quality of care, 6 I provide the following observations. Do your medical records meet these recommendations?
1. Clearly identiÞ es the speciÞ c patient. For this, each page should have the patient name written in a standard location, but the record should identify speciÞ cs of that patient, so that if the name was not present, you might recognize them . . . by some aspect of the history, or the physical examination, for instance.
2. Is legible. Typewritten is preferable, unless handwriting is clear and legible. Dictation is a great tool to use. I used to dictate in front of the patient, allowing them to hear what they had told me, rehear what I found on their exam, and I what told them during their visit.
3. Avoids esoteric abbreviations. Some common ones are Þ ne, but you should use nothing that might be identiÞ ed as something else by a different reader.
4. Documents your care. This should include all ofÞ ce visits, phone calls, discussions by patient with staff, and your discussions with other physicians regarding this patient. It should also document missed appointments, cancellations, and communications with family members. 5. Is orderly. Are the various components separated and in chronological order? 6. Separates clinical care from nonclinical issues. This distinguishes those parts of the medical record that are "discoverable" and those that are not and makes your own review more efÞ cient.
7. The history and physical is thorough. This should include all the standard components of the evaluation (Table). 8. Contains all the information gathered. This includes everything that you and the patient used in understanding their concerns, evaluating their risks, and providing risks beneÞ ts and alternative treatment plans. It should also include relevant laboratory data, imaging Þ ndings, consultations, and clearance from other physician. 9. Contains informed consent documents. Too often these are preprinted programs, multiple pages long, requiring patient signature but not demonstrating that any person-to-person conversation has occurred.
The future value of the medical record, as a peer review tool, as a quality indicator, and as a mechanism for tracking and evaluating treatment options has been argued extensively and is best illustrated by the comprehensive Veteran's Administrations research in recent years. [7] [8] [9] This of course assumes that the medical record is accessible, complete, and standardized. As cosmetic medicine tries to move into an evidencebased self-evaluation, we need to be much more invested in gathering and storing that evidence in a way that makes it accessible not just to the individual practitioner but to a larger consortium of clinical practices. Without this, the data will never be robust enough for meaningful analysis.
Evidence-based medicine requires data, and data require collection, collation, and analysis. In the absence of proper tools, cosmetic surgery is unable to enter this new age of informatics. The independence of the cosmetic surgeon is one of the beneÞ ts of the specialty, but the isolation is simultaneously one of the pitfalls. Just as the competent cosmetic surgeon learns new techniques, adopts new technology, and applies new concepts to his or her thinking and practice, we have an obligation to begin a new and vigorous analysis of the outcomes of cosmetic surgery. The application of comparative effectiveness research requires several elements that can best be addressed, for cosmetic outcomes, via a robust medical record, including a consistent set of standard data, an online registry for tracking procedures and outcomes, tools for operating clinical trials, and a consensus that this is necessary.
The American Academy of Cosmetic Surgery has an important role to play in the evolution of clinical standards of care. Part of that role ought to be directed at establishing and then using appropriate data collection. The medical record would be an excellent beginning.
